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Abstract 

Hemostasis is a critical component in periodontal surgical procedures. Efficient control of bleeding is not only essential for optimal visualization and surgical 

precision but also vital for minimizing postoperative complications and promoting effective wound healing. This review discusses the fundamental principles 

of intraoperative and postoperative hemostasis, explores traditional methods and hemostatic agents, and provides an updated perspective on cutting-edge 

techniques, such as autologous platelet concentrates, chitosan-based agents, nanotechnology-integrated materials, and tranexamic acid applications. Emphasis 

is placed on both local and systemic factors influencing bleeding and the importance of individualized surgical planning. 
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1. Introduction 

Hemostasis is a vital component of successful periodontal 

surgical procedures, ensuring not only a clear operative field 

but also optimal healing and postoperative outcomes. 

Defined as the physiological process of arresting bleeding, 

hemostasis is critical in both intraoperative and postoperative 

phases of surgery. In the context of periodontal surgery—

where soft tissue manipulation, bone exposure, and vascular 

injury are common—achieving effective hemostasis is 

essential for surgical precision, reduced operative time, and 

patient comfort.1 

Periodontal surgeries, including flap operations, 

gingivectomies, osseous recontouring, and implant-related 

procedures, often involve areas of rich vascular supply. 

Inadequate hemostatic control can lead to complications such 

as excessive bleeding, hematoma formation, delayed healing, 

and increased risk of infection. Moreover, hemostasis is 

closely tied to visualization of the surgical field, which 

directly influences the accuracy of debridement, root planing, 

and regeneration procedures.2 

Traditionally, mechanical pressure, suturing, and 

vasoconstrictive agents have been employed to achieve 

hemostasis. However, recent advancements in biomaterials 

and pharmaceutical science have introduced novel topical 

agents, bioactive dressings, and regenerative adjuncts with 

superior hemostatic and wound-healing properties. The use 

of platelet-rich fibrin (PRF), chitosan-based materials, and 

self-assembling peptides, for instance, has opened new 

avenues in enhancing both hemostasis and tissue 

regeneration in periodontal therapy.3 

Additionally, with an increasing number of patients on 

anticoagulant and antiplatelet therapy, periodontists are often 
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faced with the challenge of managing bleeding risks while 

maintaining systemic safety. This makes understanding the 

principles of hemostasis, the range of available hemostatic 

agents, and their appropriate clinical applications more 

crucial than ever. 

This review aims to provide a comprehensive overview 

of the mechanisms, methods, materials, and modern advances 

in hemostasis as they apply to periodontal surgery. Emphasis 

is placed on evidence-based strategies that improve clinical 

outcomes while minimizing risks associated with bleeding in 

the surgical periodontal setting. 

2. Physiology of Hemostasis4-6 

Hemostasis is a complex and tightly regulated physiological 

process that prevents excessive blood loss following vascular 

injury. It involves the interaction of blood vessels, platelets, 

coagulation factors, and fibrinolytic systems. Understanding 

the phases of hemostasis is essential for periodontal surgeons 

to anticipate and manage bleeding effectively during and 

after surgical procedures. 

Hemostasis occurs in three coordinated phases: 

2.1. Primary hemostasis 

Primary hemostasis begins immediately following vascular 

injury and involves: 

1. Vasoconstriction: Local injury to the blood vessel 

causes a transient reflex vasoconstriction mediated by 

endothelin and neural reflexes. This reduces blood 

flow to the affected area temporarily. 

2. Platelet Adhesion: Exposed subendothelial collagen 

and von Willebrand factor (vWF) attract circulating 

platelets, which adhere to the damaged endothelium. 

3. Platelet Activation: Adherent platelets undergo 

activation, changing shape and releasing granules 

(e.g., ADP, thromboxane A2, serotonin), which recruit 

more platelets to the site. 

4. Platelet Aggregation: Additional platelets aggregate 

to form a temporary platelet plug, effectively sealing 

small vascular injuries. 

 

2.2. Secondary hemostasis 

While the platelet plug forms a temporary seal, secondary 

hemostasis strengthens it by forming a stable fibrin clot. This 

involves activation of the coagulation cascade, which 

proceeds through: 

1. Intrinsic pathway (triggered by trauma inside the 

vascular system) 

2. Extrinsic pathway (triggered by external trauma 

causing blood to escape from the vascular system) 

3. Common pathway (convergence of both pathways) 

 

These cascades involve a series of clotting factors (I to XIII) 

that sequentially activate one another, culminating in the 

transformation of fibrinogen (Factor I) into fibrin, forming 

a stable mesh that reinforces the platelet plug. 

In the oral cavity, tissue trauma during periodontal surgery 

activates both intrinsic and extrinsic pathways due to the rich 

vascular network and exposure to oral tissues. 

2.3. Tertiary hemostasis (Fibrinolysis) 

After the vessel injury is repaired, the clot is no longer 

needed. The body initiates fibrinolysis, which dissolves the 

fibrin mesh through the action of plasmin, ensuring that clot 

formation does not obstruct blood flow unnecessarily. 

Balance between coagulation and fibrinolysis is crucial for 

maintaining vascular integrity without promoting 

thrombosis. 

2.4. Regulation of Hemostasis7 

Hemostasis is finely balanced by natural anticoagulants (such 

as protein C, protein S, and antithrombin III) and fibrinolytic 

inhibitors. Any disruption in this balance can lead to either 

excessive bleeding (e.g., in patients with hemophilia or on 

anticoagulants) or pathological clotting (e.g., thrombosis). 

In the periodontal setting, surgical trauma, systemic 

health status, and medications can influence all phases of 

hemostasis. Therefore, understanding the underlying 

physiology aids clinicians in selecting appropriate hemostatic 

measures tailored to the patient's needs and the surgical 

complexity. 

2. Classification of Hemostatic Methods in Periodontal 

Surgery 

Hemostasis in periodontal surgery can be achieved through 

various techniques and materials, each selected based on the 

extent of bleeding, surgical procedure involved, and the 

patient’s systemic condition. These methods can be broadly 

classified into mechanical, thermal, chemical, and biological 

approaches. 

Table 1: Classification of hemostatic methods in periodontal surgery8-11 

Category Method Examples / Agents Mechanism of Action Clinical Application 

Mechanical Direct Pressure Sterile gauze, cotton 

roll 

Physical compression of 

vessels 

Minor bleeding, flap 

surgeries  
Suturing Resorbable or non-

resorbable sutures 

Wound closure reduces 

bleeding surface 

All surgical procedures 

 
Surgical Dressing Coe-Pak Protective layer, mild pressure Postoperative protection 

and minor bleeding 
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Bone Wax Sterile bone wax Seals bleeding bone surfaces 

mechanically 

Osseous recontouring, 

implant sites 

Thermal Electrocautery Electric cautery units Heat coagulation of blood 

vessels 

Moderate to heavy 

bleeding; flap and gingival 

surgeries  
Laser Coagulation Diode, CO₂, Nd:YAG 

lasers 

Thermal coagulation and 

sealing of vessels 

Soft tissue surgeries, flap 

procedures 

Chemical / 

Topical 

Vasoconstrictors Lignocaine with 

adrenaline (1:80,000 or 

1:100,000) 

Vasoconstriction reduces 

capillary bleeding 

Routine infiltrations, 

surgical extractions 

 
Astringents Aluminum chloride 

(20–25%), ferric 

sulfate (15–20%) 

Protein precipitation, 

vasoconstriction 

Sulcular bleeding control, 

retraction cord placement 

 
Antifibrinolytics Tranexamic acid 

(mouth rinse, soaked 

gauze) 

Inhibits fibrinolysis Patients on anticoagulants, 

post-operative bleeding 

control  
Oxidizers Hydrogen peroxide 

(3%) 

Mechanical cleansing, mild 

clot promotion 

Minor soft tissue bleeding 

 
Monsel’s Solution Ferric subsulfate Aggressive coagulation Localized capillary 

bleeding 

Biological Gelatin-based 

Agents 

Gelfoam Absorbs blood, scaffold for 

clotting 

Moderate bleeding, socket 

management  
Oxidized 

Regenerated 

Cellulose 

Surgicel Forms artificial clot, promotes 

clotting 

Bone and soft tissue 

surgical sites 

 
Microfibrillar 

Collagen 

Avitene Activates platelets, enhances 

aggregation 

Soft tissue surgeries, 

grafting sites  
Fibrin Sealants Tisseel, Evicel Mimics fibrin formation step 

in coagulation 

Persistent bleeding, 

regenerative surgeries  
Autologous 

Platelet 

Concentrates 

PRP, PRF Enhances clot formation, 

growth factor delivery 

Flap, graft, implant and 

regenerative procedures 

3. Hemostatic Considerations in Specific Periodontal 

Procedures12-14 

Periodontal surgery encompasses a wide range of procedures, 

each varying in technique, tissue involvement, and bleeding 

potential. Effective hemostatic management must be tailored 

to the specific surgical approach, the vascularity of the site, 

and the individual patient’s systemic status. Below are key 

hemostatic considerations for commonly performed 

periodontal procedures: 

4.1. Flap surgery (Modified widman, full/partial thickness 

flaps) 

Bleeding Profile: Moderate bleeding due to reflection of 

mucoperiosteal flaps and exposure of vascular connective 

tissue. 

4.2. Hemostatic considerations 

1. Use of vasoconstrictor-containing local anesthetics for 

initial control. 

2. Gentle flap handling and precise incision placement to 

minimize trauma. 

3. Suturing for tension-free closure aids in reducing post-

op bleeding. 

4. Application of collagen sponges or PRF in high-risk 

cases. 

4.2. Gingivectomy and Gingivoplasty 

Bleeding Profile: High bleeding potential due to soft tissue 

excision without flap elevation; especially in inflamed 

gingiva. 

4.3. Hemostatic considerations 

1. Pre-surgical scaling and anti-inflammatory therapy to 

reduce vascularity. 

2. Laser gingivectomy (e.g., diode, Nd:YAG) offers 

better hemostasis compared to scalpel technique. 

3. Use of chemical hemostats like aluminum chloride or 

ferric sulfate may be required. 

4. Electrocautery can also be employed for effective 

bleeding control. 

 

4.3. Osseous surgery 

Bleeding Profile: Moderate to severe; exposure and 

reshaping of alveolar bone can result in significant bleeding 

from marrow spaces. 
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4.4. Hemostatic considerations 

1. Bone wax may be applied to control bleeding from bony 

surfaces. 

2. Oxidized cellulose or gelatin-based dressings can be 

used post-debridement. 

3. Thorough irrigation to remove blood clots that may 

obscure visibility during contouring. 

4.4. Mucogingival and root coverage procedures 

Bleeding Profile: Moderate; involves manipulation of 

attached gingiva, periosteum, and sometimes donor tissue. 

4.5. Hemostatic considerations 

1. Achieve primary closure with minimal tension using 

appropriate suturing techniques. 

2. PRF membranes can aid in hemostasis and enhance 

healing. 

3. Gentle tissue handling minimizes trauma and 

bleeding. 

 

4.5. Periodontal regenerative procedures 

Bleeding Profile: Variable depending on defect morphology 

and surgical technique. 

4.6. Hemostatic considerations 

1. Controlled bleeding is desirable to stimulate clot 

formation and support regenerative materials (e.g., 

GTR membranes, bone grafts). 

2. Excessive bleeding can wash away graft material—

thus, hemostasis must be precise. 

3. Use of PRF and platelet concentrates improves both 

clot stability and tissue regeneration. 

 

4.6. Dental implant placement and peri-implant surgeries 

Bleeding Profile: Depends on the vascularity of the ridge and 

proximity to vital structures. 

4.7. Hemostatic considerations 

1. Evaluate for anatomical landmarks (e.g., mental 

foramen) pre-operatively to avoid arterial injury. 

2. Application of absorbable hemostats (e.g., collagen 

plugs) into extraction sockets or osteotomies when 

needed. 

3. Suturing with minimal flap tension enhances post-op 

hemostasis. 

 

4.7. Crown lengthening procedures 

Bleeding Profile: Mild to moderate; involves removal of soft 

tissue and sometimes alveolar bone. 

4.8. Hemostatic considerations 

Use of laser or electrocautery improves visualization and 

minimizes bleeding. 

Aluminum chloride or ferric sulfate may help control 

bleeding during impression-taking in restorative phase. 

 

5. Advances in Hemostasis17-19  

With evolving surgical techniques and an increasing number 

of medically complex patients undergoing periodontal 

procedures, the need for rapid, efficient, and tissue-friendly 

hemostatic solutions has driven significant innovation in 

recent years. Traditional mechanical and chemical methods, 

while effective, may not always suffice in complex or high-

risk cases. Recent advances in biomaterials, nanotechnology, 

and biotechnology have introduced novel agents and 

strategies that offer superior bleeding control, improved 

healing, and even regenerative potential. 

 

Table 2: Hemostatic key considerations by procedure 

type15-16 

Procedure Bleeding 

Potential 

Key Hemostatic 

Strategies 

Flap Surgery Moderate Vasoconstrictors, sutures, 

collagen sponge, PRF 

Gingivectomy 

/ Gingivoplasty 

High Laser/electrocautery, 

chemical hemostats 

(AlCl₃, FeSO₄) 

Osseous 

Surgery 

Moderate 

to High 

Bone wax, Surgicel, 

Gelfoam, saline irrigation 

Mucogingival 

Surgery 

Moderate Primary closure, PRF, 

careful tissue handling 

Regenerative 

Procedures 

Variable Controlled bleeding, PRF, 

fibrin sealants, careful 

graft handling 

Implant 

Placement 

Mild to 

Moderate 

Pre-op radiographic 

planning, collagen plugs, 

flap suturing 

Crown 

Lengthening 

Mild to 

Moderate 

Lasers, chemical 

astringents, careful 

soft/bone tissue excision 

 

5.1. Platelet concentrates: PRF and PRP 

1. Platelet-Rich Plasma (PRP) and Platelet-Rich Fibrin 

(PRF) are autologous blood derivatives rich in 

platelets, fibrin, and growth factors. 

2. Apart from enhancing hemostasis through rapid clot 

formation, they promote angiogenesis, soft tissue 

healing, and bone regeneration. 

3. PRF is easier to prepare, cost-effective, and does not 

require anticoagulants, making it highly suitable for 

periodontal procedures. 

 

5.2. Application 

Flap surgeries, graft stabilization, peri-implant defects, root 

coverage procedures. 
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5.2. Chitosan-based hemostatic agents 

1. Derived from crustacean shells, chitosan is a natural 

polysaccharide with biocompatible, biodegradable, 

and antimicrobial properties. 

2. Chitosan-based dressings (e.g., Hem Con®, Celox 

Dental®) initiate clotting by attracting red blood cells 

and platelets through ionic interactions. 

3. They provide immediate bleeding control and also 

serve as a wound barrier. 

5.3. Application 

Extraction sockets, surgical wounds in patients with bleeding 

disorders. 

5.3. Self-assembling peptide hydrogels 

1. Novel synthetic peptides (e.g., PuraStat®) form a 

clear hydrogel upon contact with blood, creating a 

physical barrier that promotes rapid hemostasis. 

2. These hydrogels are highly biocompatible and do not 

interfere with tissue healing. 

3. Their transparent nature allows continued surgical 

visibility. 

 

Application: Precision control in microsurgeries, 

mucogingival procedures, peri-implant defects. 

5.4. Bioactive glasses and mineral-based hemostats 

Bioactive glass (e.g., PerioGlas®) promotes clotting and 

bone regeneration by releasing calcium and phosphate ions. 

Kaolin-based dressings activate the intrinsic clotting 

pathway by stimulating Factor XII. 

 

Application: Bone grafting, sinus lifts, peri-implant 

regenerative procedures. 

5.5. Advanced collagen-based products 

1. Newer formulations of microfibrillar collagen and 

absorbable collagen sponges have improved porosity 

and hemostatic capacity. 

2. Collagen promotes platelet aggregation and serves as 

a scaffold for tissue repair. 

5.6. Application 

Periodontal regeneration, grafting, post-extraction bleeding. 

5.6. Hemostatic nanofibers and nanomaterials 

1. Nanotechnology-enabled dressings provide large 

surface area and enhanced clotting efficiency. 

2. Electrospun nanofibers embedded with antimicrobial 

or pro-coagulant agents offer dual benefit: bleeding 

control and infection prevention. 

3. Still in experimental stages but show promising future 

applications in periodontal microsurgery. 

 

5.7. Fibrin sealants with enhanced bioactivity 

1. Recombinant or pooled plasma-derived fibrin sealants 

(e.g., Tisseel®, Evicel®) now incorporate 

antifibrinolytic agents (e.g., aprotinin) for more stable 

clots. 

2. Newer formulations also integrate growth factors or 

antibiotics to enhance therapeutic potential. 

 

5.8. Application 

GTR, sinus augmentation, and procedures involving soft 

tissue regeneration. 

Table 3: Key advantages of advanced hemostatic agents.20-

21 

Feature Benefit 

Faster clot 

formation 

Reduced surgical and post-operative 

bleeding 

Biocompatibi

lity 

Reduced risk of tissue necrosis or 

inflammation 

Regenerative 

potential 

Enhanced healing of soft and hard tissues 

Ease of 

application 

Improved surgical efficiency and patient 

comfort 

Use in high-

risk patients 

Safer options for anticoagulated or 

systemically compromised cases 

 

These innovations in hemostatic technology are not only 

transforming the way periodontists manage intraoperative 

bleeding but are also enhancing wound healing, reducing 

complications, and improving patient outcomes. As newer 

materials become more accessible and cost-effective, their 

routine integration into periodontal surgical practice is 

anticipated. 

4. Discussion 

Hemostasis plays a pivotal role in the success of periodontal 

surgical procedures, not only by minimizing intraoperative 

blood loss but also by contributing significantly to optimal 

healing and postoperative outcomes. A clear surgical field 

enhances the precision of periodontal debridement, root 

planing, and regenerative procedures, ultimately influencing 

long-term treatment success. Inadequate control of bleeding 

can obscure the operative site, prolong surgery, increase the 

risk of infection, and delay healing.22 

This review has highlighted the wide spectrum of 

hemostatic strategies available, ranging from conventional 

mechanical methods to modern bioengineered materials. 

Mechanical techniques, such as gauze pressure, suturing, and 

the use of surgical dressings, remain fundamental in daily 

practice. However, the growing complexity of periodontal 

surgeries and the increasing prevalence of patients on 

antiplatelet or anticoagulant therapy have necessitated the 

adoption of advanced adjuncts such as topical hemostatics, 

biologics, and regenerative materials.23 
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The use of local vasoconstrictors, such as adrenaline-

containing anesthetics, remains an effective first-line strategy 

for controlling capillary bleeding. However, their use must be 

cautious in medically compromised patients, especially those 

with cardiovascular conditions. Chemical agents like ferric 

sulfate and aluminum chloride, although efficient for 

superficial bleeding, can cause tissue irritation and 

discoloration if overused. Thus, precise application and case 

selection are crucial. 

One of the major advancements in hemostasis has been 

the incorporation of biological agents such as platelet-rich 

fibrin (PRF) and platelet-rich plasma (PRP), which not only 

aid in clot formation but also promote angiogenesis and soft 

tissue healing. Their dual function in achieving hemostasis 

and enhancing tissue regeneration makes them ideal for use 

in mucogingival surgeries, grafting, and regenerative 

procedures. 

Another breakthrough is the application of chitosan-

based dressings and self-assembling peptide hydrogels, 

which provide rapid, effective hemostasis even in patients 

with bleeding tendencies. These materials are especially 

valuable in outpatient settings and in patients for whom 

altering systemic medications (e.g., anticoagulants) is not 

feasible.24-25 Their ease of application and biodegradability 

make them excellent tools in modern periodontal practice. 

Nonetheless, the cost and accessibility of some advanced 

hemostatic agents remain a challenge in many clinical 

settings, particularly in low-resource regions. Moreover, 

despite the development of newer materials, there is a need 

for more randomized controlled clinical trials to evaluate 

their comparative effectiveness, long-term safety, and 

influence on periodontal wound healing. 

Individual patient assessment remains paramount. 

Factors such as systemic health, bleeding disorders, 

medications, and the type of procedure must guide the 

clinician in selecting the appropriate hemostatic strategy. 

Multimodal approaches—combining mechanical, chemical, 

and biological methods—may offer superior results in 

complex cases.26 

In conclusion, the field of periodontal surgery is 

witnessing a transition from conventional to evidence-based, 

biologically active hemostatic approaches. Embracing these 

advances will not only enhance clinical outcomes but also 

improve patient comfort, reduce complications, and support 

faster recovery. Future research should focus on the 

development of cost-effective, easy-to-use, and multi-

functional hemostatic agents tailored to the diverse needs of 

periodontal surgery. 

5. Source of Funding 

None. 

6. Conflict of Interest 

None. 

References  

1. Newman MG, Takei H, Klokkevold PR. General principles of 

periodontal surgery. In: Newman MG, Takei H, Klokkevold PR. 

Carranza’s Clinical Periodontology 10th ed. Saunders Elseveir 2007.P. 

887-901. 

2. Baab DA, Ammons WF. Blood loss during periodontal flap surgery. J 

Period. 1977; 48(11):693-8. 

3. Gregg JM. Surgical anatomy. Laskin DM. Oral and maxillofacial 

surgery, AITBS Pub. Dist., Delhi vol.1 .p-691. 

4. Clarke MA, Builtmann KW. Anatomical considerations in periodontal 

surgery. J Periodontal. 1971;42:610. 

5. Costich ER, Hayward JR (1958) Hemorrhage: its prevention 

andtherapeutic control. Dental Clinics of North American 2. 195-21. 

6. Revel-Vilk SR, Rand ML, Israles SJ. Primary and secondary 

hemostasis, regulators of coagulation, and fibrinolysis: Understanding 

the basics. In: Blanchette VS, Brandão LR, Breakey VR, Revel-Vilk S, 

editors. SickKids Handbook of Pediatric Thrombosis and Hemostasis. 

2nd ed. Switzerland: Karger; 2017. pp. 8-16 

7. McCarthy JR. Methods for assuring surgical hemostasis. Denver. 

2009;137-94. 

8. Mani A, Anarthe R, Kale P, Maniyar S, Anuraga S. Hemostatic agents 

in dentistry. Galore Int J Health Sci Res. 2018;3:40-46 

9. Chiara O, Cimbanassi S, Bellanova G, Chiarugi M, Mingoli A, Olivero 

G, et al. A systematic review on the use of topical hemostats in trauma 

and emergency surgery. BMC Surg. 2018;18:68. 

10. Kumar S. Local hemostatic agents in the management of bleeding in 

dental surgery. Asian J Pharma Clin Res. 2016;9:35-41 

11. .Pereira BM, Bortoto JB, Fraga GP. Topical hemostatic agents in 

surgery: Review and prospects. Revista do Colégio Brasileiro de 

Cirurgiões. 2018;45:e1900. 

12. Yoshinari Morimoto, Hitoshi Niwa, Kazuo Minematsu, Hemostatic 

management for periodontal treatments in patients on oral 

antithrombotic therapy: A retrospective stud. Oral Surgery, Oral 

Medicine, Oral Pathology, Oral Radiology, and Endodontol, 

2009;108(6):889-96, 

13. .American Dental Association. Anticoagulant and Antiplatelet 

Medications and Dental Procedures. Available 

from:  https://www.ada.org/en/member-center/dental-health-

topics/anticoagulant-antiplatelet-medications-and-dental [Accessed: 

August 27, 2019] 

14. Baumhammers A. Control of excessive bleeding followingperiodontal 

surgery. Gen Dent. 1983;31(5):384-5. 

15. Vezeau PJ. Topical hemostatic agents: What the dental and 

maxillofacial surgeon needs to know. Oral Maxillofac Surg Clin North 

Am. 2016;28:523-32. 

16. Kamoh A, Swantek J. Hemostasis in Dental Surgery. Dent Clin North 

Am. 2012;56(1):17-23. 

17. .Svensson R, Hallmer F, Englesson CS, Svensson PJ, Becktor JP. 

Treatment with local hemostatic agents and primary closure after tooth 

extraction in warfarin treated patients. Swedish Dent J. 2013;37(2):71-

7 

18. Hoogerwerf BJ. Provide hemostasis. In: Phippen ML, Ulmer BC, Wells 

MP, editors. Competency for Safe Patient Care during Operative and 

Invasive Procedures. Denver: CCI; 2009. pp. 532-99. 

19. Schreiber MA, Neveleff DJ. Achieving hemostasis with topical 

hemostats: Making clinically and economically appropriate decisions 

in the surgical and trauma settings. AORN J. 2011;94:S1-20 

20. Lippi G, Favaloro EJ, Franchini M, Guidi GC. Milestones and 

perspectives in coagulation and hemostasis. Semin Thrombosis 

Hemostasis. 2009;35(1):9-22. 

21. Majumder K, Shalender J, Rao D, Gehlot N, Arya V, Siwach V. 

Efficacy of haemocoagulase as a topical haemostatic agent afterminor 

oral surgical procedures – A prospective study. Int J ClinMed. 

2014;5:875‑83. 



60   Sharma et al. / Journal of Oral Medicine, Oral Surgery, Oral Pathology and Oral Radiology 2025;11(2):54-60 

22. Al‑Mubarak S, Al‑Ali N, Abou‑Rass M, Al‑Sohail A, Robert 

A,Al‑Zoman K, et al. Evaluation of dental extractions, suturing 

andINR on postoperative bleeding of patients maintained on 

oralanticoagulant therapy. Br Dent J. 2007;203:15.12. 

23.  Amer MZ, Mourad SI, Salem AS, Abdelfadil E. Correlationbetween 

International Normalized Ratio values and sufficiencyof two different 

local hemostatic measures in anticoagulatedpatients. Eur J Dent. 

2014;8:475‑80.13. 

24. Chung YJ, An SY, Yeon JY, Shim WS, Mo JH. Effect of a chitosan gel 

on hemostasis and prevention of adhesionafter endoscopic sinus 

surgery. Clin Exp Otorhinolaryngol. 2016;9:143‑9.14. 

25. Manimegalai AG. A comparative study on the efficacy of acommercial 

fibrin adhesive (Tisseel) vis‑à‑vis silk suture onwound closure 

following periodontal surgical procedures. J Indian Soc Periodontol. 

2010;14:231‑5.15.  

26. Blinder D, Manor Y, Martinowitz U, Taicher S, Hashomer T. Dental 

extractions in patients maintained on continued oralanticoagulant: 

Comparison of local hemostatic modalities. Oral Surg Oral Med Oral 

Pathol Oral Radiol Endod. 1999;88(2):137-40. 

 

Cite this article: Sharma E, Krishna S, Thind S, Singh J, Sngha 

R,Goyal R. Hemostasis in periodontal surgery: Current strategies and 

advances. J Oral Med, Oral Surg, Oral Pathol, Oral Radiol. 

2025;11(2):54-60. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


